Immunohistochemical staining revealed negative staining with leucocyte common antigen (LCA) ( Figure 4 ) and glial fibrillarey acidic protein (GFAP) ( Figure 5 ) in the neoplastic cells. However there was diffuse and strong synaptophysin positivity ( Figure 6 ). These pathologic findings pointed to a central neurocytoma (CN) as outlined in the recent monograph of World Health Organization [1] .
IMAGE ARTICLE
A 40-year-old man presenting with headache and dizziness of several months duration was found to have a large intraventricular mass during the clinical workup ( Figure 1) . A stereotactic biopsy of the mass revealed cellular neoplastic tissue with monotonous round cells ( Figure 2 ). There was not any mitotic activity, necrosis, pleomorphism, microvascular proliferation ( Figure 3 ). with in a fibrillary stroma, mimicking a neuropil [1] [2] [3] [4] . Chromatin has usually a salt and pepper appearance. Micro calcifications or microcysts can be present, but mitoses, microvascular proliferations and necrosis are not seen. Immunohistochemically, tumour cells show a strong and diffuse cytoplasm staining for the neuro endocrine marker synaptophysin, a calcium binding membrane protein of presynaptic vesicles. Staining with this marker is also observed in the stellate fibrillary zones. A few cells, which probably representing entrapped astrocytic glial cells, show staining for glial fibrillary acid protein (GFAP). A typical neurocytoma is a rare variant of CN, with cellular pleomorphism, miCentral neurocytomas (CNs) are extremely rare tumors mainly seen in the 20-40 year age group with a pre dominant location in the lateral ventricles near Monro for amina, in the septum pellucidum or on the ventricle walls representing not more than 0.5%-0.7% of all intra cranial tumors [2, 3] . Less than 500 cases of CNs have been described including large series [2, 3] since there cognition of CNs as a separate pathological entity in 1982 [4] .
In a typical case of CN light microscopy shows honeycomb architecture with small, uniform, round cells with central nuclei with clear cytoplasm is dispersed totic activity, necrosis, or microvascular proliferation. CNs is believed to originate from progenitor bipotential (neuronal and astrocytic) cells which persist into adulthood in the periventricular region. In order to achieve a right diagnosis, a tumour biopsy is always necessary and to establish a risk of tumour recurrence or progression as well as to aid to classify the patients in high or low-risk groups [2] . Gross total tumour removal is the treatment of choice because of high rate of local control and survival [1] [2] [3] [4] .
